Introduction
Chylothorax is characterized by the presence of chyle, which is rich in triglycerides and chylomicrons in the pleural space resulting from damage of the thoracic duct 1, 2 . In the etiology of chylothorax, traumas and malignancies are the first two leading causes 2 . Idiopathic chylothorax in adults is a rare clinical condition that can be retained only after ruling out all other causes of chylothorax 3 . The management of idiopathic chylothorax can be surgical or nonsurgical 4 . We report two cases of spontaneous chylothorax in adults, that were treated differently.
Case report 1
A previously healthy, 42 year old woman who was a non-smoker, presented with two days history of right chest pain. She was first evaluated in the consultation. At the chest physical examination, dullness to percussion with decreased breath sound over the right lung base was noted. There was no history of trauma, recent infection, fever or weight loss. Posteroanterior ( Figure 1 ) and lateral chest radiographs demonstrated right pleural fluid collection. Routine laboratory studies (including complete blood count, erythrocyte sedimentation rate, coagulation, liver and renal function tests, and lipid profile) were within normal limits. Thoracentesis yielded a creamy-milky like fluid ( Figure 2 ), with protein levels 86 g/l, triglycerides 2253 mg/dl, cholesterol 124 mg/dl and white blood cell count 78/mm 3 (30 percent polymorphonuclear leukocytes and 70 percent lymphocytes) confirming the laboratory testing profile of chylothorax. A bronchoscopy was performed and shows a normal bronchial tree. The bacteriologic and cytologic analyses of the endobronchial aspiration fluid were normal. Complementary laboratory studies such as antinuclear antibody and viral serology, were negative. A computed tomography (CT) scan of the chest and abdomen was normal and shows no evidence of tumor or lymphadenopathies. Treatment consisted of relative rest and a medium-chain triglyceride diet and evacuation of the pleural fluid by multiple thoracentesis. In few days, the effusion had completely resolved, and at one year, the patient remained asymptomatic.
Case report 2
A 25 year old woman, non-smoker, was admitted for a bilateral pleural effusion fortuity discovered by a chest radiography ( Figure 3 ). The effusion was predominant in the right side. There was no history of trauma, recent pulmonary infection, or weight loss. Routine laboratory studies (including complete blood count, erythrocyte sedimentation rate, coagulation, liver and renal function tests, and lipid profile) were within normal limits. Right thoracentesis yielded a red-milky like fluid, with protein levels 56 g/l, triglycerides 3200 mg/dl, cholesterol 140 mg/dl, white blood cell count 165/mm 3 (22 percent polymorphonuclear leukocytes and 78 percent lymphocytes) and numerous red blood cells confirming the laboratory testing profile of chylothorax. All explorations such as bronchoscopy, bacteriologic and cytologic analyses, antinuclear antibody and viral serology were negative. A CT scan of the chest and abdomen was normal and shows no evidence of tumor or lymphadenopathies. At first a non-surgical therapy was tried, including a modified diet, chest tube insertion and total parenteral nutrition. Yet, despite optimal medical therapy, the effusion worsened with appearance of ascites. A second CT scan of the chest shows the accentuation of the effusion, particularly in the left side (Figure 4 ). evidence of tumor or lymphadenopathy. Lymphangiography may be used to demonstrate the side of leakage or blockage 6 . In our hospital lymphography is not performed. In countries with relatively high incidence of tuberculosis, like in North Africa, sputum acid fast bacillus smear and culture may be helpful in etiologic diagnosis. In some cases laboratory studies such as antinuclear antibody and viral serology must be performed, especially in women 7 . Treatment is controversial and can be either conservative or surgical. Conservative treatment includes the use of a low-fat diet supplemented with medium chain triglycerides (MCT) and/or total parenteral nutrition (TPN) 4 . In our first case, a low-fat diet without long chain triglycerides was maintained to limit lymph flow with good evolution and regression of the chylothorax. Octreotide, a somatostatin analogue, may be used for the management of patients with refractory chylothorax 8 . The use of intrapleural streptokinase is not established but can be proposed for patients with idiopathic chylothorax who failed conservative therapy but refused surgery 10 . Drainage of the effusion by thoracocentesis or chest tube insertion is necessary in cases of significant respiratory distress or important effusion 4,6 . In case of therapeutic failure, surgery is required. Surgery may act on the leak itself: ligation of the thoracic duct, sutures of the leaking collaterals, or various other procedures 4,6,11 . Invasive chirurgical treatment with low efficacy such as pleuroperitoneal shunt or pleurodesis is indicated in recurrent chylothorax or in extensive lesion 12 .
Conclusion
The pleural fluid in chylothorax is the chyle from the intestines, liver and abdominal wall that flows in the pleural space after a rupture, laceration or obstruction of the thoracic duct and diagnosis is easily made by Thoracentesis. In about 6.4 percent of chylothoax no reason can be found for the pleural effusion. In such cases Treatment is controversial and can be either conservative or surgical.
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Discussion
Chylothorax is a relatively uncommon cause of pleural fluid collection, causing 3 percent of pleural effusions 2 . The pleural fluid in chylothorax is rich in triglycerides and chylomicrons. This fluid is the chyle from the intestine, liver and abdominal wall, that flows in the pleural space after a rupture, laceration or obstruction of the thoracic duct 5 . Damage of the thoracic duct can occur after thoracic trauma or thoracic surgery (49 percent), or in various other medical conditions (43 percent) such as: central venous catheterization, extensive venous thrombosis in the neck, compression by mediastinal lymphadenopathy such as in non-Hodgkin's lymphoma 2,6 . In about 6.4 percent of cases no reason can be found for the chylous pleural effusion 2 . Most of these idiopathic chylothoraces are thought to be related to minor trauma. In our cases, no trauma was reported by the patient. Chylothorax presents as a non-infectious pleural effusion causing non-specific symptoms such as cough, asthenia or abdominal pain, and sometimes respiratory distress 1-6 . Chylothorax is easily diagnosed by thoracocentisis. Biochemical and other analyses of the pleural fluid are the most important diagnostic step. The pleural fluid appearance is generally milkly white or whitish. Pleural fluid triglyceride levels have been used in diagnosing chylothorax. Level of pleural fluid triglyceride must be >1.10 mg/dl. Presence of chylomicrons, low cholesterol level, and elevated percentage of lymphocyte are necessary for the diagnosis of chylothorax 1,6 . In non-traumatic or non-chirurgical cases, CT abdomen and thorax scans should be performed to rule out association with malignancy or tuberculosis 2,3 . This may demonstrate
